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PLANNING FOR HEALTH CARE
DELIVERY:

PlandDg for and moriroring the provisior of
hedlh servic€s which are accessible, equitable
and effe-ctive in their distribution provide an

area ofgeographical research that incaryorates

both theoretical and applied aspects.
Compre.hecim oftle movement and utilisaticn
patt6rDs ofttreconsume$ and health care are

important areas in such studies. The Dafirie of
distribution of health care, rie locational
dyumics oftie frcility poitrts itr relation to the
useK, the Dature ofphysiography and climatc
and their effect oI1 transport rEtwork aIId spatial
a..€ssibility, ecdrdnic$atus andatrordability
of users, the; social-cultural level a ability
to perceive tho n€€d of hoahh cgle and use it-
all go to form the basis ofthis comprehension-

It is a well-lmo*d fa.l tiat healtr care facilities
generdly arc rct equit bly distributed. It has
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been repeatedly demoNnded itr many studies
(Brown. 1974. Cole & I-Ianison, 1978; Knox,
1979; Eyles, l9E2; haynes & Behtbarq l9E2)
that relative distancr acts as a signficant
hctor iD aggravating the situation of inequi-
table distribution. As distaace is oftEn seen to
aff€ct the utilisation pattem it is appropriate to
quxtion the use of distance as a basis for
locatioul policy- A signfican imblaance

betw€en the coinmon a4tivity pattems and the
locations ofutilised health care fa.ility poitrts

inay indicate an in€fEcient distribution ofhealth
care resouroes. ln health care plafiing there is
a need to look bqond the simple 'use' of
frcilities !o a consideration of their 'usefirl-
ness'. For pl.nn'ng purpose it is more impor-
tant 10 evaluate how much the servic€s offered
by fhe facility contribute to the users' aeed a.nd

requirernent ralher tha[ how much a Ac ity is
used. Hmce the significance of clnducting
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survevs oo lbe p€ople's Perceptiotr and attitude

towards the utittsed heallh cate incre3s€s.

Understanding oftho users' attitude is usually

given less priority. It has b€mno$i udeEtood
that this lsDwledge is cxtrernely relevant in the

context of pla ling as the suefulaess of a
s€rvicr and its integration with tho society can

be assessed or y tlEough an undorstanrli4 of
its interactive surhc€.

Resource allocaion on a territorial basis has

its owr area of signific€rce ard constitiutes a

basic t€nct of the locaiion d€cision network.

The critical question that is assoicated with it
is that it should be made in a locatior where

pmple not only ireed it but will be h a position

to effectively use it. It is at lhe rEgioDrl lev€l

tlat ultimately the avail4bility ad physical

acc€ssibility becdne closely irterrelated with
each other and tho utilisation rate ofhealth caro

servic-es depends on the relative sP.rce surfaa€.

Within the hierarchical fi'amerork ofa bealth

care system ofa rcgior! vadations will ocaur

and at local level for lower order facilities norF

spatial barrier like affordability or educaflonal

status will lose thoir importarce alrd the precise

location of facilities will bave a beariog on the

rate of actual utilisatiot.

The problem oflocation offacilities, rheir lack

ofaccrssibility and difroulties ofuhimat€ usg

lhereforg rnay m€an that r6jority oftbe p€ople

are undersupplied witl basic h€alth care. But
uncven distribution of faoilities atrd the

consequentunderutilisation by c€rtah s€ctiols

ofthe society is not only a problem ofsp*ial
proximity or distalce. Resources may be

coDc€dtrated h accordance with the general

spatial - polarisarion tendeDcies evidaDt i.E

many parts of tIrc underdeveloped couatries.

One ofthe chief reasorN for this is the reral-

uibar imbalanc. id mott ofthese oouatries and

a siftultaoeous conceatratim of health care

resources in the towns with a gross neglgct of

TRANSACTIONS O[ THE INS'ITruTB OF INDIAN GEOGRA}IIERS

the coutryside. h the F€sent study borh th€se

f€atures hai€ surhced andlhe interiorvillages
with difficult terrain and high dtitudiral
locations hve been foud to be tlrc most af-

fect€d ones. The distarc€decay efftct in tenns

oflocatior of differerd lovels ofhealth care is

anply evidefi frorn the arulysis. Some ofthe
problerns that ariso i,l attenpting to correct

lhese maldistribution offacilities aro tho same

as anyrhere else. Hospirals cannot be simply
moved and a growth ofrosoutces is needed to
implernent any redistributioo that is ircvitably
aa expansion ofthe existing system. But the

questi@ of spatial reorganisationaad relocation

offacilirites has to be taken up as this becomes

the major mea,ls oferadicatitrg the ills ofearlier
ill-plamed locations. tl€oce need arises to

carefirlly assess the impact of tho already

available health care in a particular area and

the degre€ ofits inter.Etiou with the people of
the catlhmetrt regioD.

PlamiDg for heath oare detivery thus an exerclso

ofaddressiDg the spatial ad social aspects ill
a comprehensive rnaDner. The circumsta.Dc€s

and states in which uilisation is impaired or
prevetrEd are to be idedified itt order to suggest

for aa improled rate ofutilisation. The present

!'aper analyses the locaticmal gaps aad the

utilisati@ cdsirEids ofihe healll care facilities

in the above ba.kgounq For the purpose

ofthe anallsis the health care frcilities bare
b€eu hierarchicauy ordered from level I to
leve 17 facilities. Ol the basis of their

efficiency and range (in descending oder) the

state of Himachal Pradesh has also been

classifi€d into 3 zons dep€nding on altitude aDd

clirnate.

l) The upper zone bas an altitude of 2400

nretl€s and above,

2) The mkddle zone has an altifirde between

600 to 2400 m€ires atrd



HIMACHAL PRADESH
THE THREE PHYSIOGRAPHIC ZONES
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Fig. 1. Himschsl Prrdesh - The Three physiographic Zones.
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3) The lower zrtre has an altitude benr€@
300{00 rneEes. The middle zone rs

turther subdivid€d iDto (a) upper-middle
sub-zone with an a.ltitude k*'Een 600-
1500 rnen-es atrd (b) lower-middle sub-

Tablc 1

zone wilh arl altitude hwo€rl 1500-2400
metres. The analysis is done with prinary
data collectrd from 437 households froin
42 villages proponioDatEly s€leclod from
a[ the tlre€ zon€s (Fig.l), Cfable l).

DISTANCI OF SAMPLI VIIIIGES X'ROM TEE TIESIL AND DISTRICT
MADOUARTERS

Zorc Vi age fiom the
Distance
Village
teltsil

headqurater
(kns.)

Distance
from the
district

head+ater
(krts.)

5432

Upper

-do-

Middle

Gorum
Rapring

Chernbak
Ja.hlrra

Phura

l0-20

20-30

Dawara

<10

Gorum
R"p.org

Ch€xnbak
Ila.hlma

Phura

l0-20

Phozal
Baragrdn
Bari
Nagar
Kalahod
Barjwanu
Jugahen

Ctfiatar
Kaned
Mahadw
changal
Rajpura

Karjan
Kapahi
Derru
Dondhu
Balu
Salia:u

l0-20

20 -25

20-30

IGpahi
Demr
Dodhu
Kalahod
Barjwanu
Jugahan

Chbatar
Kaned
Mahadev
Ghangal
Rajpura
Ballu
Salialla
Balru

Middle Dawara
Gadiara
Gorehar
Barobal
Dattal
Adhreta
Bahru

t0-20 30-40

I
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5432I

Middle

Middle

Middle

Irwer

Lower

Phozal
Baragratr
Bai
Nagar

Karjan

Gojra
Sajloh
Jagatsulih
Mandi

Gadiara
AndhrEta20-30

30-40

40-45

Sanhet

Baruhru
Dhaliara
Kobasa[
Nalsula
Nalsulla-
Bharuarian
Guruer

Sanhet

Barubru
Dbaliara
Kobasan
Nalsuba
Na.lsula-
Bharwarian
C;urmer

<10

Chamnal l0 -15

Goj"u
Sajloh
Jagatsukb

Manali
Gorehar
Barohal
Dattal

Charmal

40.45

50-60

60-65

.t@8. : Cersrs oflndia, 1981, S6ies 7, HimrElat pradal, part xltrB, Distlict Ceos llatrdb@k L@ul- Spitl
Kurtu, Mardi and KEgrn.

Himacbal Pradesh laryely exhibits problems of
spatial aa.essibility and conentratioD of higher
order facilities in more acc€ssible areas 

'.etthis has rct overcome the constraiDts of
utilisatior ofhigh€r order faciiitios uifonr y
by all the sample villagen.

The foilowing sections attemp to highlight
the problems of location of health care
facilities rnth respecl to the sample villages
and then ro idendt, ttre gaps ir the int€ractive
surface and hence the coDstraint in thc
utilisation pattem. Sample villages are units
of study for the locational gaps aDd
households for the constraints in utilisatiorl.

LOCATIONAI, GAPS A}ID PROBLEMS
OF ACCESSIAILITY : CONSTRAINTS
IN THE UTILISATION OF IIEALTH
CARE:

It is a well-lmown fact tlat the naturc ofspatial
distributio! ofhealth care facilities has a Er-
reach g impact on dre utfisation ofhealth carc
by the cross s€ction ofthe society having an
uael/en distribution on spac€.

The foliowing section altsnpls to briDg out fhe
relative locatiofl ofthe sample villages and the
gap in the locatioral plarnilg rherein. As rhe
heallh care system of the sajnple villages is
divided into differert lelels of facilities witi
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LOCATION OF SAMPLE VILLAGES

ANO THE R'LATED PHYSIOGRAPHY
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Fig. 2. Locrtion of Srmple Vilhges rnd the R€-lated physiogrephy'
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different utility and purposo in the process of
cure, analysis oflocalional gap has beeD done
on each level.

Orly 3 vilages ofthe rotal 42 sample villages
bave rhe basic facility oftle Primary Health
Centres localed vrithin the vitlage boundary.
All these 3 villages of Ma::ali, Nagar and
Jagalsukh are located in the up!,er-middle-
sub-zone. Nagar and Jagasulh P.H.Cs.
especially the ones at Nagd ha\,c been found
to be \*ell equipped baving the capacity !o offer
an effective basic servic€. Thus Nagar village
followed by Jagatsukh can be said to be having
the greatest advantage from among tho total
sample vilages in baving h{,o wel firntclioiring
P. H. Cs. within the village borm<|ary. Twelve
villages ofthe total42 are located withh l-3
kilometers from P. H. Cs. and all ofthem are
locatrd in the middle zono. Tkee are in rhe
upper-middle-sub-zone and 9 arc in the lower-
middle-sub-zone. Both in upper and lower
zones there is not a single sample village ttrat
either has a P.H.C. located within the vilage
boundary or withh l-3 kilometre dishncr.
Howcver, the remaining 6 vilJages ofthe middle
zone ar€ not locatEd at a wilhin distance
3 kilometres. 4 villages ofthe upper-middle-
sub-zone are located far fiom P.H.Cs. These
vilaga avail ofthe frcility of KalraiD Ayurvedic
Hospita.l that is located at a distance of
6 kilometres. 3 villages liom lower-middle-
sub-zon€ are. however, located at a distarce of
4{ kilometers from the P.H.CS, while 7 more
are locatld between a distanc€ group of 7-12
kilometers. It needs mention here that the only
P.H.C. available to the 9 sample villages of
Palampur thsil of the lower-middle-sub-zone
is the one at Panchrulhi village which has no
hcility wharsoever ard where only 2 out ofthe
total 437 households have b€en found to hale
visited. Thus, even though these 3 villages irl
thelower-middle-sub-zonebalcthea ilability
of a P.H-C. in terms of distance; effeaively,
they do not eDjoy this facility. Similarly all the
5 sample vilages of the upper-zone that are

located at tIIe 4th distance group (i.e. 6.5-12
kilometers) from the Sbarsba P.H.C., also do
not get any €ffective P-H.C. as the latter is not
a w€ll-run one and henc€ incapablo ofoferiDg
even basic medical Ac ities. Thus, intsms of
distanc€ and propei services, 14.2E% of the
tdal sample villages arc locatEd at a r@sonable
distance ftom fair to moderate level P.H.Cs. In
terms of time distanc€. all tle five villages in
the upper zone, however, are within the range
of30 minutes incurring a c.st of Re.l/- . 15
villages ofthe middle zone do not have to ilcur
any transport cost although 2 more vullages
are located within atime distance of30 mitutes.
These 2 ftom Sundemagar tehsil and 4 villages
from Palarnpur tehsil located at e tihe di.stalrce
of 30 minutes to I bour bave to incur a
transport cost ofR€- 1/-. However,6 villages
ofupper-middle-sub-zone and 8 vilages ofthe
Sundemagar tehsil of lower-middle-sub-
zone are actually better placed so far as
accessibility to an effective P.H.C. is conc€rD€d.
Thus 35.?% of the sample villages aie
located coDveniently in terms of P.H.C.
hcility and anorhs 35.7yo ara lcratel fa\
but still at a naragable distanc€ to avail it.
Cfable 2).

It needs mention that private doctors are not
at all a conunon medical care source in the
rural Hirnachal Pradesh. Among the fotal
sample villages only 6 villages in the middle
zone are able to avail ofthis facility without
incurring any cost as tiey are located
withinadistance of3 kilometers. Butno otlEr
vilage in the study area is alziiing of the
facility ofthe private doctors. This brings out
a very grave faa of pauoity of docfors in the
rural areas.

Considering the size of the population and
staggering nature ofthc healfi problerns, it is
a crying need of the day tlat mor€ medioal
persoDnel go to the rural areas. The 4.t%
sample villagers ofthe presed study area using
this facility also do rct corEtitute a cross
seaion of the society as the charges of the
private doctors are too high The adyantage of

7
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Table 2

Locrtion of Srmple Vilhges in Difrerent Distmce Groups from L€veMl Facility
(Primxry Hedth Centre)

No. of
vilages
with
P.H.C.

l-
2.99
hns

5.99
kns

6-
11.99

lxfis

t2-
23.99
lms

24-
41.99
Igrs

48-
95.99
lgns

Upper zone

Upper-Middle-
Sub-Zone

I-nwer-Middle-
Sub-Zone

Iower Zone

93
No P.H.C. facility available

3 3 3

5

I

7

Total 3 t2 6 l3

Sdrca : hinllry Data

spatial ac.€ssibility to this hcility thus gets

nullified by the constraht of social accessibil-

ity. In contrast, the lerct V facility oftle rehsil

hospitals is spatially acc€ssible to a larger

nunbo ofvillages, altiough located only in the

Table 3

middle and lower zones. No tehsil hospital is

accessible from the upper zone or upper{niddlo'
sub-zone within a distance of even 25

kilometers, and tley badly suffer ftom tle
dearth ofthese facilities (fabb 3).

Locstiotr of Semple Vilhg€s in Difierent Distence Groups from LeYel V Frcility
(Tehsil HosPitrl)

wirhid 2.99
lsns.

3 - 5.99
lms.

6 - 11.99

hns.
12 - 23.99

kns.
24 - 47 .99

lons.
48 - 95.99

lons.

Upper
Z,oLe

Upper-
Middle-Sub
-Zone

Lower-
Middle-
Sub-Zone

Irwer
Zole

No Tehsil Hospit l facility ar?ilable

No Tehsil Hospita.l facility availablc

537

422

4

Total 4959

Sdr r hitrury Data
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Twenqtlree villages in the total sarnple axe

locat€d withh a dist nc€ of 12 kilometers frorn
tlese facility points. All these villages are
located in t}Ie lower-middle-sub-mne in both
Sundemagar and Palampur tehsils and in lower
zone. It can be said that these sample vitlages
are effectively placed in an advantageous
situation vis-a-vis the level V facility aod
brings out a balance in tErms of lie r€lative
location of constuners and facilities. 46% of
the villages, howwer, suffer from lack of
acc.ssibility to these facilities out of which
35.7% due to very larae distanc€ do not avail
ofthis facility at all. [n terms oftime distance
all these villages are Iocated within a reasonable
time distancr of I hour but at times hcurring
atra.Dsport cost ofeven RJ. 4. WLile 7 vilages
do not incw any tmnsport cost, 14 spend
arourd Rs.2. BeyoDd rlis ra.nge 5 more villages
do not enjoy any advantage ofac.essibility in
tem$ of their locatioD. Tebsil hospitals are
middlc order facilitios for the villages of
Himachal Pradesh which are quite commonly
used by the sample hous€holds if these are

Teble 4

available within a reasorable distanc€. This is
the only health carc facility tbat is available to
the sample villages without much locatioDal
corstraht. Howelet it has be6 already point€d
out that ltris fuoility is trot ava.ilable at iil for
the 15 sample villages ofthe upper zone and
upper-middle-sub-zone. The private hospital
facility (lere[\r) irthe upper-micldle-sub-zone
is conveniently available to ody 4 sample
villages. The remaining 2 villages are located
far although sarnple households have beea
found to yisit it by bus- This is b€cause ro
ottrer moderate or higher level facility is locat€d
nearby. 4 villages ftom this sub-zone harc
been found to be similarly situat€d in trnns of
accessibility although they visit Kullu
Govemment Hospital. Even acceptiDg
some locational constraints,2l% of lhe lal2l
sample viuages are morc or less accessible
to tlis lwel ofheahh care. In term5 of time
and cost dlstances, however, all the l0
sanple villages of the upper-middle-sub-
mne are locatrd within a rnaoagable range

Cfable 4).

9

Location of Srmple Vilages in Different Distrnce Groups from Levd M.fify
(Meneli Missionary Hospitrl ,nd Kullu Govemm€trt Hospitd)

Within 2.99
kns.

3 - 5 .99
lxns.

6 - 11.99
kns.

t2 - 23.99
lms-

24 - 41.99
kns.

96 - 192
tons.

Upper
Zoie
Upper-
Middle-
Sub-Zone

I-ower-
Middle-
Sub-Zorc

f,ower
Zone

3 5 I

No l,evel IV Facility arailable

No Level IV Facility arailable

5

Sdrz r Primn Datt

5 ITotal 53

I

1
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As the level of facfities rises, the locational

advantage ofthe sample villagps gets reduc€d

So far we have se€n tlEt upto tevel IV, leaving

out lho upper mne and lower zone (only in caso

ofP.H.C.), the mirtdle zone sanple villages are

able to €njoy some coftlparable locational ad-

vantage. But beyoDd this level health care

becomes actually scarc€ for tle samPle vil-

lages in general. Irvel Itr faciliti€s ofDistrict
hospitals of Mandi and Dharamsala are

coNeni€ndy used by or y tho sanple villagcrs

of the lower-middle-sub-zone. villages of up-

per zone and upper_middle-sub-z.De lrave Dot

been found to visit lhese hospitals at all The

lower zotre sample villages also are not

conveniently located with resp€d b rhe diskict

Table 5

TRANSACIIONS oF IIIE INSTIruTE oF lt\DIAN GEOGRAPHERS

hospital ofDbarafisala as the slope is steeper-

I[ such cas€s ]'illagors prefer to tmvel longer

distanc4 and avail ofthe highest ler€l facility
ofchardigarh. The spatial range ofthe healri
care frcilitie,s of differcnt lelels thus in this

case also are showing lheir respective servic€

areas wtict! however. in anotler way, hdi-
cales towads tle ircrease oftransport cost of
rurat clierfs that gets turther aggravaEd by the

large number of aged and dependent people

among the Patients. The seasonal nature of
jobs and the practic, of joint family ststetr

further restricls the per capita affordability of
th€ pati€nts tlat has a far reachirg impact on

the utilisation of higher order facilities when

these arc located far Cfable 5).

Location of Semple Villxges b Difierent Dtutrnce Groups from Level III fecility
(District HosPit.l)

wirlin 2.99

kms.

3 - 5.99
kms.

6 - 11.99

lms.
t2 - 23.99

lsns.

24 - 4't .99
kns.

96 - t92
lqns.

Uppe.
Zorn

Upper-
Middle-
Sub-Zone

Lower-
Middle-
Sub-Zone

Irwer
Zore

No Distric{ }Iospital Facility available

No District Hospital Facility available

2 t7

E

Total 2 t7 8

So/Ee r Primary Data

The locatioDat pattern oftwel II facilities in the

arailable heafth caxe syst€m idloates a lhor-

oughly restricted utilisation pattem. Only *Ie

sample villages of Sundemagar t6hsil in the

lower-middle-sub_z@e balE betn fuund to hal€

inter.cted wirl frcility which is locatEd at a

distance beyond 96 klometers but wi0in 30o

kilometers.

Very few households, however, ha1€ been

found to have actually utilised this frcility.
This is because, a.ltlough distancewiso rtris

facility is located at a litde closer tl|afl the leve
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ll facility of Chandigad\ the diffcrence is not
much comparcd to its rangc ofservicos. Pa-

tients ofacut€ case prefer to spend some morc

money and time in order to avail oftie much

higher lel€l facility. H ce tlrc constrajrt of
distarce to this fa.ility not only reducls its
utilisation ratE but also puts a, extra burdetr otr

the villagers in selecting Ievel I facility in
exchange ofthis one. Ifthis facility would have

been located closer aild lud offered more ser-

vices, probably it would have helped the villag-
els to use it more and thus saved them from llrc
longjoumey ro Cbandigart. However, m tenns

of distance, no other sample village, besides

th€se l0 have any interaction with le\€l tr
facilities. Villages of Palarnpurtehsil of lower-
middle-sub-zone are located beyond a distanc€

of 225 kilo$eters ftom wher6 again people

prefer to go to Chandigarh. No other facility
ofthis level is available to the villages oflower
zone, upper-middle-sub-zone and upp€r-mne-

Location ofthe level I farility ofchandigarh at
a vcry long distanc€ from the sample villages
and the considerable visits by the users ftom
th€se villages at the sam€ tim€ simult2neausly
express a large tlreshold and range ofgoods of
a cental seffico as w€ll as ihe compulsion of
the villageIs to use this facility even at the
expense of very long joumey and high cost.

The r€asou is the absenc€ of any camparable
facility at a lesser distance. Thus a.lthough this
facility is not located within an acc€ssible

distarce from any sample village, not even

from tle closest orcs from whete its dista&e
is more rhan I75 hlometerc. this facility is

used by almost 15.43% of the total sample

households disributed in all the sample villages
in the ree physiogaphic zooos. ln no way
it can be said that this facility is ar alailable
one. lt is odly a use by the force of
circumstances. This also clearly e4resses t[e
ecmomic implicaticns ofthe frictionof distance
ieinforcing the agglom€ration effect in

promoting distinct socio-economic movsnrents

and restriaing the clientde. From all the
sample villages it is only the households with
higher affordability who have becn able to use

this facility. This locatioDal constraint aod its
impact of restricr€d usage has been evident in
case ofall the facilities beyond level V that are
distantly locatd but in case oflevel I facility,
this impacl is the most acut€. (Fig. 3).

The spatial ac{€ssibility pattem sugSests th€
€xista[c€ of large locatioDal gaps ard henc€
problerns of rcachability. Thes6 invariably
reduce the utilisation rate of the facilities
especially the higher order ones. This is a
cornmon phcnomenon in mauy villages of Ln-

dia.

Howwer, the locational constraint ofthe lower
and middle order facilities h rural Himachal
Pradesh is a matter of greater coDcem as this
causes gap in the utilisation ofhealth care at a
basic level and hence causes damage to per-

sonal health and a proper attitude towards it.

PLANNING MEASURES FOR
INTEGRATING HEALTH CARE
SERVICES IN RURAL HIMACHAL
PRADESH: A GEOGRAPHICAL
PERSPECTIVE :

If the pkase 'Who should get Wlat and
Where' encapsulates the basic issues of
plauing for h€alth care then tho mannor in
which health carc ilerrs are disldbuted as-

sumes a critica.l importanc€. Beaause it largely
determines the paltero of utilisarion.
Neve(heless, it also should be mentioned that
the place is not tle only deterninant of the
prcsence ofopportunities or the lack ofit. Nor
does it unifonnly and Dec€ssadly dominats a.ll

other factors. Rather in many cases spatial
distributional pattem itself becomes an
expressiol of how the €conomy works, how
resources arc allocatEd and how farilities arc

l1
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Iocafional conshaints or utilisation gaps always

remains vital.

It has bcen geDcrally obs€rved tlrat spatial

ine4ualiry ofone kind or other exists ill the case

of distribution of health care servic€s. Wh€ther

it is tlle distribution of hospitals or doctors,

general physicials or primary health centres,

some kiDd of an inequitable diskibution has

been found as a structural feature. In case of
institutionalised health care, the location of
units has aggravated the situation of
con€ntration and henc€ inequality. Such ge+

graphical inequatities havc been identified in

at I socio-political svsltrns and at all gmgraphi-

cal scales. Hence simultaneously with study-

ing the spatial pattcms tlEt express :ttrd reveal

inequality, it becomes equally importaot to
indicate a conditjon and a spatial organisatioin

which may allow thc consumption ofthe facili-
ties by the largcst number of people. Espe_

cially for the rural areas where persona.l mobil-

ity condition is low due to physiographical and

traisport barrier and where the role ofdistarce
cxtremely dominant,a thought on spatial plan-

ning frorn a[ quarters - right ftomlhe pla.ruP6:t

the social workers and academic rcsearch€rs _

is more imporlant. This is firntrer lrue for

the inkrior rural areas on the sl-ate of affais
of which it is quite difficuh to develop a

proper ulderstarding. This brings us back

to th€ need to hiSblight lie problems of
location and utilisation of health car€ in th€

present study and suggest some viable
planning measures.

The najor problerns or c.nsttaints that have

been identified in this case can be sumrned up

as follows:-

(i) Physiographic diffcrenc€. alritude varia-

tiod ard lerrain conditrons generat€ an

acute lack of health care in intrrior and

less accessible areas and express a dis_

unce decav condition-

used - wifiin a specific social, econoinic,

clltural andpolitical fiemework (Smitll 1979).

To overcome thc problem of spatial distribu_

ton offacilitics and allocaflon ofrcsourc€s at

the same time is aa important point in spatial

plarming. Gcographicaly it can be translated

into ao idea rtrat tlrcjust distribution of sourcos

ofneed and wart satisfaction would be the on€

that would crcate considerably equal condition

ofac..ssibility to differellt levels ofhealth cale

for peopl€ irrcspecliv€ of their rospectiv€

location difeentials. This recalls tlc usei

contribution of Sm (l 970) on the perspective

of equitable distribution described respective\

as'universalisation','faimcss' afld'imp€rson-

ality'.'Universalisatio[' requiros making the

same i udgemcnrs irrespecti vc ofoDe's location:
'farmcss re flcds an idea of making the lcvel of
the worst offas high as possible, and 'imper-

sonality' invloves a state in which tle indi-

vidua.l has ar e4ual probability ofbeing in a:ry

position (Smit\ l9?7). h tho case ofplanning

for just distribution of healtl care inputs and

spatial rmrganisalton of resources. the conccpL\

of 'u-orversalisatioo' and 
_faimess are mainll

relo!?nL ln rcaching for some ideal institu-

tioDrl arrangemcnt as the best prospca for

iu*iceand optimum urilisauon to be obtained

tluough reorganisation. lhe uhimarc criterion

appea$ to be as to how broadly the real power

to determine the allocation is actually sprer'd

ovcr the Populatlon.

Despite the role of institution and a fomal
framework in initiating change and

rcorgadsatior! the rc€d for corrEctilt m@sures

arising out ofa thorough analysis ofthedisri_
bution aad utrlisaton of facilities in spacr do

not diminish. As the choice of locating health

care seflic€s does not get €xercised in vacuum

and broadly refleds the socio-sPatial outcome

of a systEnL the significanco of the debate on

possible plarming mea:iurcs to mitigate tle
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(ii) Thc same conditioDs creatc a poverty of
quality in the existing basic level ofhealth
care in interior areas.

(iii) Dislance as a-n impedimest acts vigor-
ously aad restricts the utilisation rate of
the distantly located higher order facilities
accentuated by time and cost factors.

(iv) Affordability status plays a rnajor rcle in
controtling the reachabili[, of consumers
to health care due to the imp€iimcnts of
distance.

(v) Proximity to to*ns expresses a better
location vis-a-vis health care facility thus

revealing a Iarge scalc rural-urban bias

and a close assocratrcn bet\ een hierarch)

ofsettlements and that ofhealth care, ard

(vi) Lack of educatiofl associated with less

exposure and insularity crcates a lack of
underst nding and Iow percsphon level

among the users about tle need for health

Howcvcr, these constralnts do not have a
uruform inrensiry in all the zooes :rnd diStren-
tials are vital for the formulation of planning

measures as it makes pia:rning placc and people

orieDted. Morcover. in fie presenl case pliu-
ning needs !o la-ke inro coDsideration the differ-
ent levels ofthe health care units that with th€ir
varying tkeshold and mrBe carnot hal,E same

locations.

Sample villages of Himachal Pradesh have

been identified in different conslrarnl groups.

These groups havc b€en decided on the basis of
the gaps that exist in thc locational
characteristics ofthe villages as well as in ihe
quatity ofthe existing senrces. The diffeence
betl\r'e€rl actral distance, time and cost distanc€s

aad ths expec'ttd distancetinE and cGl distanc€s

to reach hea.lth frcilities of difierent levels

convedicnd y have been calcula t€d ard inlens ity
groups have becn identfied. Similarly existing

facilities have been Iated according to tlrcir
quality. ln the case ofP.H.C., the upper zone

villages are suffering from atr acute locational
and distance gap. In thc abscnce ofany otlEr
facility ncarby - a problem uniqu€ for these
vilages - the int€nsit ofthe problern ofPrinEry
Health Carc facility increases h€re. Th€so
villages require more viable P-H.CS. in closer
locations. In the middle zone P.H.C. facilities
vary between the sub-zoncs. Hencc corrective
measures need to be taken according to th€se
locations. [n the upper-middle-sub-zone six
villages have moderate to fairly good P.H.C.
facility in terms oflocation. Onc morc P.H.C.
in a viable lo€tion will sollr the minor problem

of the timc distance here. The quality of the
existing P.H.C. is fairly good and this quality
ne.eds to be maintained to help the villagers to
conrinue to utilisc a local facility. Ho$cvcr.
four villages of Baragrarl Bari, Phozal and
Dawara do not hale any P.H. C. facility within
a short distam€ for $,hich these sample villagers
use thc facility at Kakain Alurvedic Hospital.
Even ifP.H.Cs. cannot be located here, mobile
docrors from tle tluee PH.CS of Manali,
Jagatsuld and Nagar can visit these villages. In
the lower-middle-sub-zone irr Sund€rnagar
tehsil, locational gap is minor- It htensifies a
Uttle for the villagcs of Jugahar. Cbllatar.
Kanei and Mahadev and calls for an atterfion
fromplaImers. Mobile doctors crn be a solutror
for these villages also. The lowcr-middle-sub-
zonc villages of Rajpura, Ballu, Saliana and
Balru in Palampur tehsil do not have ary
P.H.C. facilities nearby wlule the other five
villages also due to very low level sorvice at
Panchrul:lii P.H.C., effectively do not get tlis
faciliry. P.H.CS. are badly rcquircd in thesc

villages a.long with all thc lower zone villagcs
where no P.H.C. is available within a short
distr cr.
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It is quite evident tbat P.H.C. facility ttEt has

been considered as a hallmark of the basic
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health oare for the rural people has Dot reached

the 61.9% of tle sample villages and minor

locational gaps exist in th€ case of some 1olo

more. Hence majority ofthe villages can be

said to be su{fering fro a lack ofthis basic

service for which corrective measures need to

be taken without delay.

So far as the private doctors are concemo4 it
has already beetr seen in the analysis that

private doclors are very few in oumber in lie
sample villages. Six samplc villages of the

upper-mialdle-sub_zoDe and seven villages m

thc lower-middlc-sub-zone and sevelr villages

in the lowcr-miildle-sub-zrne enjoy this facil-

ity. There is a n€ed to send more doc{orc to the

villages in geireml as pelsonal mobility oflhe
villagers is usually tow. To tacklethis Problem
doclors from the P.H-CS. ca, be madc mobile

by providing proper vehicles so that interior

villages also do not sufrer.

However, sihratroDs of the majority of the

sample villages in rcrms of level V facility 
's

dilferent. locational gaps do not exist in th€

lovrer-middle-sub-zone as well as in lower

zone as these villages are located close to the

tebsil headqualters where the hospitals are

located. But this does not hclp the users very

much as the quality of servic€ is poor and most

ofthe hospitals suffer from lack ofequipments

and staf[. There is a need to improle the

quality ofthe existing facilities in these areas.

Simultane.usly it should be mentiorcd dlat

Ievel V facility is totally absent in the upper

zone and uppcr-middle-sub_mne sample \nl-

lages revealhg againthe locational gaps oftle
villages located a\ray from the district or tehsil

h€adquaners. Similarly level Macility 
's

totally absent for the sarnple villagers of the

low€r-middle-sub-zone ard lower zone. As the

missiooary activity had been more common in

thc tribal areas, Ma::ali Missionary Hospital

was st ned at a comparatively cooveni€nt
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location in the upper-middle-sub-3 one close to

tribal areas. Over the years this has emerged

as an efficient facility point but has rernained

elusile for the lower economic secuon ofthe
users due to high chargps. Hencebesides Kullu
Hospital (ofthe same lcvel ry t}?e) &fricb is

comparative\ less effective itr services and

spalially acc€ssible by oDly 5 0% ofile sample

villages of the upper-miildle-sub-zone, lelvel

IV facility is not unifonnly available for tie
50% ofthe vitlages ofthis sub-zone for its high

cost- Although a few sample villagers ftom the

upper zoDe have been found ro have used this

facility, overcoming a distance of 120

klometers, it expresses a forc€ of circum_

stancrs. Thus while 76% of the sample vil-
lag€s are not accessible to levet IV facility ttre

remaining 24% also do not enjoy it uniforn y
for their entire cross sec-ion.

It is evident by now that as the leruel offacilities
mcleases, the locatloDa.l Saps ofthe consumer

villages also increase. In case of level III
fa.ility, the upper-zpne and upper-middle-sub-

zone villages do not enjoy this facility at aIL

Fiowever, forthe l0 villages ofthe Sundemager

tehsil itr the lower-middle-sub-zong locational
gap is not v€ry acute and Ma[di Hospital is at

a manageable distanc€. But agai[ for the

viltagers of the Palarnpur tehsil, ths gap is

more- For the lower zone villagers this ga!
increases funher as Dharamsala Hosprial is

located beyond a gorge on a stecp sloPe Thus

lerol III facility is pardy available o only

23.8% ofthe total sarnple villagers while wilh
locatioDal constraints by another 2l%. Thc

remaining villagers do not enjoyfhis facility at

all.

trvel lI facility is availabe to only th€ villagers

ofthe Sundemagar tehsil in the lower-middle-

sub-zone but with acute locational constraint.

targe gaps exist beween drc actual distancE

and expected distancr- Other sarnPle villageN
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do not use the frcility at all. B€fore tho gals
in terms of level I frcilities are discussoq all
i$portant poht tlat rced to be mentioned her€
is tlrat there exists a hugo gap in the quality of
services between lelrl II and lwel Itr ficilities
aDd tlat oflwel I frcility. Therefore, frorn all
the sarnple villages users have been found to
trdvel exc€ptionally long distancB to visit the
bvel I Acility at Chandigarh tlan to use leveul
or m facilities a.rld save time ard cost. Of
course Cbaadigarh is locatEd in the Punjab
plains for which road network h its irunediate
surrounding is smooth. Actually all the sample
villages are located outside ttre Domal
catchmeft ar€a oflevel I facility. Due to the
very high quality ofthis facility, the expe.led
distance has be€n kept as 120 kilometers ard
rime dista.ncr 6 hours. This is a critical point
where the users from distant villages rnay be
able b visit tbe hospital ard travel back !o tbeir
homes in case no lodging fa.ility is available
forfhem atrhe ficility location. All the safiple
villagers ofthe presed study essentrally alo rct
edoy any acc€ssibilityrofiis faaility. It is oDly
the absence ofaay near comparable scrvic€s at
lesser distar&e tlat compels lh€rn lo tralEl
excrtr tionally long distanc€s alld reach such a
distart facility. In terms oflevel I facility, lack
ofaccessibility and huge distance 8ap is huge
for all the sample villages excepti4 for the
on€s of the Sunilemagar tehsil of the lorer-
middle-sub-zone and tlose ofthe lower zone
from where t\e route is over tbe plains aad tine
distanco is less (although tle physical distaace
and cost distance ar€ more than the expecf€d)-
It is obvious tht as this facility is locatEd
oubide the state ofHimacbal Prades\ vilages
located away fiom tle southem and south-
westem bomdary ofthe stale are at a further
critica.l state. As this level ofservic€ is diffcult
to be located aoywhere, there is a need to
unprove the service of existirg level tr and Itr
facilities so tiat users are attracted ther€ and
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hence are saved liorn lorg joumey and associ-
atd cost

The suggestions tlEt bave been formulated lo
mitigate the locatioDal constraints intend to
take into consideration the existilg
infi'astnrctue and hurnan resosuc€ base as

both determine the efficacy of threshold and
.ange of goods.

Population distributions, health care
opportunit ,€s aDd tra!€l to health care poinfs
are not isolat4d asp€rts but are a part of a
&bric ofatr idercormecrEd rctwork oflocatioB,
activities and socral spac.e. Instfad ofsuggesl-
ing a-oy particular prospective locatioo pohts.
zonal localions have therefore been suggest€d.
Population is veFJ low in the upper zone where
coDnectivity hdic,es are also miserably low.
Population is actually cmsiderably Iargc in the
middle zone especially in the lower-middle-
sub-zom. CoDDectvity situatiol is also of a
higher order in this zone especially near lhe
capiral bwn of Shimla and in the surrounding
areas ofthe tourist c€ntes. Population size in
the lower zone is not higher thatr that of thc
middle zone but due to smaller size of admin-
istrative uits (tehsils) population density is
very high. Ilowever, connectivity situation is
ofa moderatrly fair order and due to proximiry
ofthe plains, joumey is more conveniont and
rmd condition smoother. The same situation
ofpopulatiion and road netwott is reflecfed in
the case ofsample villages also. The proposa.l

to establish mor€ facilities for the midille zone
ard lower zon€ villages, therefore, catr be said
to be economically more viablg as with nee4
derrand also simultaneously is high with the
p€rceDlage of a tbreshold Inpulatioo. Ho\-r-

ever, this does not mean that facilities ofhealth
which are soical inputs should not reach the
arcas in the upper zone and some parts of
upper-middle+ub-zone where need is greater
than demand and the threshold population is
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low. Question also should be rais€d about

improvinS the quality of service h lhese inte_

rior areas along with th€ areas tlat are more

acce,ssible.

In dwelopirg countries tbe h€alti care plarF

ners need also to lglow the prevalerce of
specific diseases and resulting morality and

morbidity as well as the speciflc measules and

frcilities requircdtomitigateit.'Itesourc€s' in
lhese countries mean not only fnancial orcs or
even trained health p€rsondel but also phlsical,
managerial and administrative in-6'astructure.

Whether or not t}lese inftastructures exist will
drastically aiter the overall $raregy and feasi-

bility of implementati@ of any health care

related activities (Walsh and Warren 1982).

The probl€rn of location ard utilisation ofthe
health care Pacilities Ac€d by the salllple vil-
lages ofHimachal Pradesb, is rnainly a prob_
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lernof ac-c€ssibility. t ack of spatial ac{€ssibil-
ity has agga\ atcd the gap ofsocial accessibil-

ity. Thjs conditiol is ofcourse morE ilrtense for
the vilagcn with less exposure and u-trdeF

standing tlat creatqs an added problem if
inde.cision. But the non-availability of proper

faoility is the most serious constraint in these

villages thar a.,tually re0ects the Seneral situ-
ation ofthe ruIal ar€s ofludia and many other
dweloping countries. lf tlrc ultinate obje.tive
ofhealth ere is to safeguard human life and

society, the signifi carce of inequality observed

rn the prcs€nt case should not be ignored.

However, huge cost and orgarisation are

required to rernove such anomalies. But that
should not dder the concemed institutions to
take up proper social and spatial plaming in
tlrc interior rural areas. Such considerations ill
plaaning will require kerping bor\ peopte and

place.s, in perspectivc.
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